On our own terms
A feminist critique of the 1990s pop group the Spice Girls would have probably applauded their promotion of 'girl power' even if doing it on their own terms invoked a heavy call on overt sexuality. Do we have something to learn from those deposed icons of the pop world in academic medicine?
As an advocate of promoting the career progression of women clinical academics I would suggest there is much to be said for creating our own model and resisting the temptation to play the boys at their own game.
No one in medicine can have failed to remark the increasing feminization of the profession, 1 which has not always been portrayed in a positive light. 2 A negative take on an increasingly female medical work force may well be the response to continuing to view the world from a patriarchal position. If we only value the traditional model, 'it's a man's world', then the strengths and differences of a matriarchal culture are easily dismissed.
That men and women both see the world and live in it differently has been a phenomenon since we lived as hunter gatherers 10,000 years ago. Even then the kudos of bringing home 'the bacon' is interpreted as having greater prestige than gathering the fruits, herbs and vegetables which allowed us to enjoy more balanced diets. 3 It also underpins much of our humour. 4 If, however, we can only accept that our current way of working is the only option then women will continue to hit the glass ceiling. This is not to deny the progress that has been made: women are beginning to occupy the echelons of power within medical academia and present a powerful, visible female image to the outside world. Baroness Finlay presides at the Royal Society of Medicine, past president of the BMA is Parveen Kumar; Yvonne Carter is the first female Dean of Medicine (Warwick) and Amanda Howe is the MB/BS Course Director at University East Anglia. The appointment of these women represents a turning point for medical students, who at last have evidence that women too can reach positions of power.
However, we need a note of caution and an ability to resist the temptation to only see success as that which follows accepted patterns. I have been a member of the project steering group of the BMA research project 'Women in Academic Medicine', a HEFCE-funded leadership and governance initiative which recently proudly presented its findings at a national conference held at BMA House. 5 The project aimed to test personal and institutional assumptions, identify barriers to women's careers, provide a baseline database for future studies, identify solutions and facilitate the sharing of good practice. The day was a great success. It was well attended and we were applauded for our ample provision of opportunities for participating delegates (almost all women, not surprisingly!) to contribute, question and challenge.
I would like to take this opportunity to give voice to a quieter dialogue which was heard at the conference, and elsewhere, but which is often subjugated in the louder discussion of wanting to hold our own and keep up with the boys. This is the voice which argues for proclaiming our dual roles as parents and doctors. It offers the increasing evidence that providing parents the opportunities to care for their offspring in their earliest formative years is one of our surest ways of promoting the emotional well-being of our children into their adult years. This back-stage voice foregrounds our role as parents at important stages in our family lives. It does not, however, suggest that women who pursue academic careers are selfish or that we should all return to the kitchen. Rather, it purports to offer a healthier work/life balance for both sexes by advocating a model that would have both parents involved in childcare, with men working fewer hours outside of the home.
It is not a popular perspective, since it challenges the hegemonic tradition that we can be successful as a motheracademic despite having a family. Family friendly policies have no real currency in the present world of academic medicine. To assert one's commitment to one's family, over and above one's desired career trajectory, is to ring the death knell for a possibly golden career. But there is no absolute reason why this should be so. Why should becoming a professor at 50 be viewed any less positively than becoming a professor at 40? As long as we continue to deny the lived reality of many women academics' lives we will continue to stymie their potential career development.
It is impossible to undermine the energy involved in navigating the unexpected events and varying levels of chaos which are a feature of normal family life. This spent energy means it is impossible to maintain the same momentum as a colleague whose domestic life is looked after by someone else or perhaps-regrettably-has chosen not to have a life outside of academic medicine. The hurly burly of family life is also, however, a joy and source of inspiration and not simply an obstacle to our stellar careers which has to be constrained and above all never alluded to in our CVs or at appraisal. There is nothing more disingenuous than the oft employed term 'family comes first' when there is nothing about the academic career structure in the UK which supports that meaningless phrase.
Women in academic medicine might be on an upward turn and we certainly need to build on the recent BMA conference and the slowly growing profile of women leaders in medicine, but I would add that this is also a time to present an alternative model which values our dual responsibilities and needs to challenge the status quo of the successful academic. To be actively engaged with academic medicine, the lifeblood of clinical medicine, is an enormous privilege and intellectual pleasure. However, the primacy of our role as engaged, responsible parents must also be recognized and valued. If we ignore the emotional well-being of our children then we do so to ours and society's peril.
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Experience of the areabased dullness method of cardiac percussion in the diagnosis of cardiorespiratory disorder
It was only half a century ago that cardiac percussion was considered by many noted cardiologists of the day to be a useful adjunct in the clinical evaluation of the patient with cardiac disease. Since then, the advent of improved imaging techniques such as echocardiography has resulted in a general consensus that the practice is outdated. It is, however, our contention that the loss of this skill is testimony to a trend away from clinical art and towards clinical science. Though to a degree this trend has brought improvements in practice, revealed by evidence-basing, for some of us at least who are part of this great tradition, medicine will always be both an art and a science. Aside from such romantic debate, we aim to make evident the usefulness of cardiac percussion to current medical practice. The discussion is based on personal use of the technique, with some speculation on potential uses not within our experience. The argument against percussion of the heart is that with roentnographic imaging defining size and borders and with echocardiography being a more definitive gauge of the cardiac indices, there is no value to it. By the same argument there is no reason to auscultate the heart. The point is that such techniques direct us to the need for further characterization by more informative methods.
Having said all this, we would agree that cardiac percussion for the purpose of determining the cardiac borders is prone to error. Indeed, as early as 1899 Williams 1 noted the errors of ordinary percussion as opposed to roentnographic determination for this purpose, particularly in small hearts. What we propose is the elucidation of abnormal areas of dullness, whose determination allow us to obtain quick information at the bedside. Indeed, in his popular A Primer of Medicine, 2 and based on work by Dressler, Papworth alludes to at least fifteen cardiac pathologies that may be diagnosed on the basis of cardiac percussion. By dullness in this instance we mean an extremely flat note. Of course percussion around the praecordium will inevitably reveal a dull note, but an element of resonance is always noted.
In the healthy individual such an area of marked dullness is normally found adjacent to the sternal margin, beneath the fourth rib on the left. This dull area is approximately two inches wide and merges with hepatic dullness at the level of the sixth rib caudally. Enlargement of the heart results in more proximate apposition of its chambers to the chest wall, so causing a flatter percussion note above this vicinity and extension of the normal area of marked dullness. As the anterior aspect of the heart is primarily right ventricle, it is right heart dilation that is most readily amenable to detection by this method. It is characterized by extension of marked dullness to the left and right of the normally dull area, such that there is substernal dullness and left-sided flattening extending more than the two inches described. Areas of abnormality should be compared to the normal area of dullness to judge the tone as being definitively dull.
There are three useful diagnoses we can make with this technique:
(1) Pulmonary hypertension/left atrial enlargement;
(2) Right atrial enlargement; and (3) Right ventricular hypertrophy/dilation. Chronic pulmonary hypertension and left atrial enlargement, as occur in long-standing mitral stenosis, may also be detected using the percussion method. [3] [4] [5] Here, dilation of the right ventricular outflow tract is evidenced by marked dullness in the third left interspace, extending as much as three inches in this direction in severe cases. This is in effect the clinical equivalent of the roentnographic 'straight left heart-border.' Enlargement of the right atrium, as in tricuspid incompetence, 6,7 is intimated by an area of marked dullness extending to the fifth intercostal space and sixth rib on the right of the sternum. Where such dilation is severe this area of dullness can extend upward to the fourth interspace on the right. Right ventricular dilation causes dullness over the sternum at the level of the fifth and sixth ribs, and extends to the left a few inches from the fourth intercostal space to the sixth. It thus encompasses the normal area of dullness and a substernal component. Note, however, that the difference between right ventricular hypertrophy and dilation cannot be appreciated as both present similarly owing to overlap with the normal area of dullness.
The above-mentioned features of extended areas of dullness were posited by Dressler 3,4 to be particularly useful in determining cases of mitral stenosis and tricuspid regurgitation. However, perhaps the greatest value of the cardiac percussion method lies in appreciation of the more diffuse pattern of marked dullness that accompanies pericardial effusion. Here, the finding of a flat percussion note over the lower half or two-thirds of the sternum in the absence of evidence for mitral stenosis is suspicious of 
